Education and expertise in airway skills are central components of anaesthesia training, yet there is no formal monitoring of the airway experience or level of competence that registrars actually obtain. An audit was performed in two phases to prospectively document the airway management experience of registrars in one teaching hospital department. Novices were studied for three months and subsequently, the whole registrar group for one month. Novice registrars performed a mean of two facemask anaesthetics, 19 laryngeal mask airways and 20 endotracheal intubations per month in their first three months of anaesthetic practice. The overall registrar group performed a mean of 18 laryngeal mask airways and 19 endotracheal intubations in the study month. Our findings indicate that the airway experience of anaesthesia trainees may be inadequate and therefore warrants further investigation.
There is widespread concern in international literature about the acquisition of airway management skills during anaesthesia training, with evidence of a decline in quantity and quality in both routine airway management and special areas techniques [1] [2] [3] [4] [5] [6] . The author of a recent British editorial claimed that "the assumption that airway training will occur by 'osmosis' or apprenticeship is clearly no longer valid" 1 .
Whymark et al found that novice Scottish anaesthesia trainees performed a mean of 61 months 7 . Their main recommendations were that facemask anaesthesia should be promoted more and that a target of 60 ETIs should be performed progression to providing anaesthesia without direct supervision.
There is currently little published data on the quantity or quality of airway management skills that anaesthetic registrars in Australia attain at any level of training. The absolute numbers of ETIs and other types of airway performed, airways during routine work have not been well documented. However, a recent retrospective audit from one hospital in Western Australia examined computerised anaesthetic records and calculated likely numbers of ETIs per trainee 8 . The extrapolated mean number of ETIs per trainee per year was 157, which they considered to be We undertook a prospective audit to determine if our local trainees have similar airway experiences to those reported in other countries. The audit was conducted in one anaesthetic department in two phases. Phase one was a prospective three-month audit of the airway experience of novice registrars. The aims of phase one were to pilot the use of a paper logbook to record airway practice and to document the number of airways performed. The aim of phase two was to prospectively record the airway experience of all anaesthetic registrars in their routine work during one calendar month. The primary data collected was the number of sole facemask airways (FM), laryngeal mask airways (LMA) and ETIs performed. The secondary aim was to explore their airway experience in more detail.
METHODS

Phase one
Four new anaesthetic registrars in a large, busy, outer metropolitan teaching hospital department three months of clinical practice (January to March 2007). The group consisted of three registrars newly on the anaesthesia training scheme and one accident and emergency registrar seconded to the department for six months. None had previously practised clinical anaesthesia. Three months was chosen to represent the traditional 'novice' period and to replicate the Whymark et al study. Data was recorded as the number of different types of airway performed (FM, LMA, ETI) into a paper logbook.
Phase two
All 11 anaesthetic registrars and one senior resident in the department were asked to keep 2007). The four novices from the earlier phase one audit were included within this later second phase. It was a relatively junior group, with only two of New Zealand College of Anaesthetists (ANZCA) basic training years. The month was chosen to be as typical as possible, with no important examination or holiday periods occurring during the audit. include more details: type of airway (FM, LMA, ETI), laryngoscopy grade, other airway techniques used, level of supervision according to ANZCA guidelines (Table 1 ) and whether or not the work was performed during normal working hours to Friday). The use of Hudson masks for oxygen supplementation (e.g. for endoscopies) and the brief use of a facemask for oxygenation (e.g. for electro-convulsive therapy) were not included in either phase. Strenuous efforts were made to ensure accurate contemporaneous data collection, including weekly checks and reminders during both phases.
The anaesthetic department at Wollongong Hospital serves the main hospital plus two smaller attached hospitals. These three hospitals perform a with all types of surgery except cardiothoracic. The operating theatre computer systems recorded a total which was similar to the months immediately before and after, and to the same month in the previous year. The most common procedures performed were orthopaedic and general surgery (20 to 25% each), followed by gynaecology, vascular, ophthalmology and ENT (approximately 10% each), with smaller proportions of psychiatry, obstetrics, neurosurgery, urology, dental, maxillofacial, paediatric and endoscopy.
The data was collated and analysed using Microsoft Excel. Continuous data are described by mean and standard deviation and other data by frequency counts and percentages.
RESULTS
Phase one
The four novices performed a total of 485 airways -a mean of 121 cases over three months or 40 airways each per month. The mean number of sole facemask anaesthetics per trainee per month was two, LMA was 19 and ETI 20 ( Table 2) .
Phase two
In phase two, all 12 trainees returned completed logbooks. The mean number of cases per trainee was 40, with a mean number for each type of airway of laryngoscopies were Grade I or II and the registrars did the majority of their work under close supervision within normal working hours (Table 4 ). 2. Supervisor rostered to supervise two trainees who are in anaesthetising locations in close proximity. The supervisor must be fully conversant with the nature of the patients in both locations and able to provide one-to-one supervision of each as appropriate.
The supervisor is available in the medical institution but is not exclusively available for a specific trainee.
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The supervisor is not in the medical institution but is on call within reasonable travelling time and is exclusively rostered for the period in question. This level of supervision applies mainly to out-of-hours cases. Consultation must be available at all times. 
DISCUSSION
This audit provides important information on the routine airway experience of anaesthetic registrars within Australia. We found that both of our registrar groups performed a mean of approximately 19 LMA and 19 ETIs per month. The number of facemask techniques was very small. The majority of the registrars' work was performed in normal working hours and was closely supervised.
Phase one
There is limited published data with which to their recommended target of 60 7 . In that study, the mean number of all types of cases per registrar per month was 57; the main difference between this facemask anaesthetics they performed. The paper logbook proved easy to use and was improved by the addition of more detail for phase two.
Phase two
In the UK, Underwood and MacIndoe found a 5 . In Western Australia, Clarke and Gardner calculated a mean of 25 cases per registrar per month 8 . Our mean monthly number of 40 cases compares well to develop and maintain a satisfactory level of competence in airway management are unknown. a low level of experience, which could make high 5, 6, 9 . There is an urgent need for more broadly based data to document the general Australian experience and to determine how many cases are necessary.
Other audits have found that the number of cases managed by trainees has decreased in parallel with decreasing working hours over the last decade 5, 9, 10 . Several other factors may also account for the decreasing caseload. An increase in the duties of anaesthetic registrars outside the in areas such as pain rounds, ward consultations, preoperative assessment clinics, endoscopy, labour ward and epidural provision, has further reduced hands-on airway experience. An increasing number of registrars from other specialties compete for airway training. Study leave and in-hours teaching programs may further reduce clinical time. Anecdotally there appears to be a decreasing use of facemask and ETI in favour of the LMA technique 1 .
Our institution has a large proportion of junior registrars and so may not be representative in terms of overall numbers of cases or in the number of 'non-standard' airways performed. We would expect certain techniques such as double-lumen tube insertion to be learned elsewhere within the training distant supervision were recorded in this audit. Truly during routine work 11 .
Given that the absolute number of cases managed by registrars appears to be decreasing, introducing a more formalised educational approach may be useful. An overall framework for improving airway training which emphasises the importance of a structured teaching program with an agreement about core skills, the ready availability of appropriate equipment and repetition and reinforcement of learned skills has been suggested as one method of achieving this . Although this study was a departmental audit, it has several strengths. We prospectively recorded actual practice rather than retrospectively performing calculations from an electronic database, which could give inaccurate or incomplete information regarding registrar experience. The department's entire registrar sample was included, data was collected as rigorously as possible to ensure completeness and many details were explored. Consultant staff were not made explicitly aware of the study and as junior registrars are normally expected to manage as many airways as possible, there is no reason to suspect that the department's usual practice was affected by the audit process. The use of a paper logbook to document airway experience proved easy to use and to check, although an electronic system would be more useful for larger numbers over multiple data collection sites.
The data were entirely self-reported. For this reason, a reported grade III laryngoscopy may or the registrars' actual hands-on experience of airways, which we consider to be relevant for their development as independent practitioners. Our audit has relatively small numbers (16 over the two phases), but our 100% response rate compares well with the national Scottish audit of 19 registrars and 7 . Registrars may spend up to 60% of their total training time in our department. We do not claim that this data is representative multiple institutions. It does however, provide a snapshot of experience from one institution with a relatively high caseload. Further work will determine if our results are reproducible in and representative of other settings.
Linking numerical experience to competence is not a straightforward or consistent process. Documentation of numbers of procedures performed to perform a technical skill. The actual competence of our registrars was not explored in this audit.
Our local trainees appear to manage a similar number of cases to those reported in international literature. We share the previously documented to gain the wide training experience that happened in the past by sheer weight of numbers. Certain areas such as novice training, facemask anaesthesia education and assessment to ensure a satisfactory a larger scale, with a widespread discussion of the link between numbers and competence, and how this may be relevant to training in the important area of airway management skills. We hope that this paper will stimulate a wider interest and debate in airway training issues.
